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Effectiveness of minimal intervention by general
practitioners with their smoking patients: a
randomised, controlled trial in France

Karen Slama, Serge Karsenty, Albert Hirsch

Abstract

Objective - To investigate the impact of a
very minimal smoking cessation inter-
vention in general practice in 1991.
Design - A randomised, controlled clini-
cal trial.

Setting - The practices of 372 general
practitioners in the region Provence-
Alpes-Coéte d’Azur in France.

Subjects - Smoking patients seen in office
consultations over a four-week period.
Intervention — Doctors asked their
patients if they smoked, and gave
brochures to those smokers who wanted
to stop. Controls were not questioned
about their smoking.

Main outcome measures - Self-reported
initial smoking cessation and sustained
abstinence for one year following the
trial.

Results - A total of 5560 smokers received
the intervention. A random sample of
2199 smokers who gave their consent to
be re-contacted was compared with 929
smokers identified among a random
sample of controls who consented to be
re-contacted. Cessation at one month was
significantly higher among smokers re-
ceiving the intervention (6.8% v 4.1%;
difference = 2.7 percentage points, 959,
confidence interval (CI) = 1.05 to 4.35; 2
= 8.379, df = 1, p < 0.005). For those who
stopped at one month, differences in
abstinence remained at 12-month follow
up: 1.99% in the experimental group had
remained abstinent without relapsing
since the one-month follow up, compared
with 0.59% among controls (difference =
1.4 percentage points, 959% CI = 0.67 to
2.13; y? = 8.304, df = 1, p < 0.005).
Conclusion - General practitioners may
have increased cessation among their
smoking patients in the month following
their consultation by up to 609 over
natural cessation rates by simply asking
about smoking and providing material
for smokers who wished to stop. Smokers
receiving the intervention were more
likely to remain abstinent; at 12 months,
the rates for sustained abstinence were
four times greater than those among
controls.

(Tobacco Control 1995; 4: 162-169)
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Introduction

General practitioners (GPs) have the potential
to play a major role in tobacco control by
motivating smokers to stop smoking, and
helping them to do so if necessary.! Many
practitioners, however, appear to be reticent to
become involved in smoking cessation efforts
of a routine nature.?

Most doctors offer advice or guidance to
some smoking patients, but often omit giving
advice to others. This approach seems to be
inefficient, as studies have shown that doctors
are more likely to offer advice to the smokers
least likely to quit without extensive help®* -
for example, smokers who continue to smoke
despite smoking-related symptoms or illnesses,
heavily dependent smokers and pregnant
women smokers who have not quit on their
own. In addition, high relapse rates among
patients who attempt to stop offer little re-
inforcement for the doctor. Both of these
factors may lead doctors to believe that brief
interventions are ineffective, or that they
personally are unable to provide effective
counselling.’

Structural issues such as time constraints or
perceived lack of compatibility with practice
procedure may also impede routine implemen-
tation of advice or counselling about smoking
cessation. Doctors may feel unable to deal with
the “Pandora’s box” of talking about smoking
and cessation, its being considered too time-
consuming for a normal consultation. In
addition, particularly in Latin countries,
doctors are often loath to intervene in patients’
lifestyle choices, especially when not asked to
do so, as these choices are not considered to be
an aspect of medical treatment.

To counter these impediments to action, it
could be useful to investigate the effectiveness
on initial and sustained cessation of a very brief
procedure that does not challenge the patient,
makes no demands on the persuasive abilities
of the general practitioner, and which can be
implemented without delaying normal con-
sultation procedures. If such an intervention
increased long-term cessation, it could serve as

abasic procedure for all smoking patients, with

additional counselling or treatment to be added
when possible.

Smoking cessation intervention trials in
general practice have usually shown higher
quit rates for intervention patients than for
controls.®”® Differences between brief inter-
vention groups and controls, however, may not
demonstrate statistical significance due to
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insufficient sample size.*!* This report
presents the results of a randomised trial of a
smoking cessation intervention involving the
patients of 372 general practitioners in the
south of France. Because of the large number
of smokers included, it was possible to test the
effect of minimal involvement on the part of
the general practitioner. Studies indicate
greater cessation if the GP spends more rather
than less time in counselling smokers'! but the
object of this study is to identify the minimum
action possible that could significantly reduce
smoking prevalence. Thereafter, doctors could
be asked to implement this minimum
routinely, and be encouraged to add other
elements according to their own availability
and competence, or the patient’s needs.

Methods

GENERAL PRACTITIONERS

Survey interviewers recruited GPs into the
trial by telephone in three departments in the
south of France. Participating doctors were
then again contacted by phone before the
intervention to reinforce their understanding
of the protocol, and then weekly to encourage
continued participation. To increase the qual-
ity of the evaluation, telephone contact with
the participating GPs was provided by 50
general practitioner-coordinators recruited
and trained in the protocol who did not
themselves participate in the trial.

SUBJECTS

Participating GPs were asked to enroll all
patients 15 years of age or older who were seen
in consultations during the period 13 May to 8
June 1991. Accompanying persons were not
enrolled, nor were patients seen in home visits.

PROCEDURES

Participating GPs received written instruc-
tions, a one-sheet prompt of the protocol, and
intervention materials: colour-coded patient
randomisation sheets which indicated control
or intervention conditions, 50 booklets (ces-
sation guides) to give to interested smokers in
the intervention condition, and stamped,
addressed envelopes for weekly return of the
patient randomisation sheets.

During the trial period, at the end of each
consultation, the doctor randomised each
patient according to the uppermost sheet of the
patient information sheets. The sheets were
gummed together at the top in a block to
encourage the GPs to use them in the order
provided and thus maintain the randomisation
procedure. Yellow sheets indicated the in-
tervention condition, white the control con-
dition in the proportion of 2:1. The unequal
proportions were felt to be necessary so that
doctors would feel that they were frequently
intervening.

The intervention condition consisted of two
questions and the provision of a cessation
guide to interested smokers. All intervention
patients seen in the trial period were asked:
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“Are you currently a smoker?” Those who
answered ““no”’ were excluded. Smokers were
then asked: “Do you want to stop smoking?”’
Those who answered “yes” were given a
cessation guide published by the French
National Committee for Health Education,
¢ ¥e tabastoppe’. This brochure gave an over-
view of psychological and physical depen-
dence, self-tests about dependence and mo-
tivation, information concerning low-tar
cigarettes, cold-turkey v progressive stopping,
the physical effects of cessation, a description
of treatments that exist, and a description of
one smoker’s successful quitting experience.

The contents of the brochure are not
considered a necessary part of the intervention
for the patients, but the brochure itself was
considered necessary for the doctors as a
legitimate response to the smokers’ declaration
of a desire to quit. Doctors then asked all
smokers, regardless of their desire to stop or
not stop smoking, the question: ‘“In the course
of a large survey, the Regional Health Ob-
servatory would like to contact patients having
seen their doctor this month. Would you be
willing for me to give them your name and
telephone number for a very brief question-
naire?” It was necessary to ask for consent in
this way because of French legislation con-
cerning experimental trials.

Control patients were not asked about their
smoking status, as this in essence was the
intervention being tested. Like the smokers in
the intervention group, controls were asked
the same question concerning consent to be
interviewed by the Regional Health Observ-
atory. The smoking status of the control
patients would be determined only one month
later, at the time of the one-month follow-up
survey (figure).

Whether or not the patient gave consent for
follow up, each patient’s randomisation sheet
was completed, detached from the block, and
inserted into a stamped, addressed envelope to
be mailed at the end of each week.

MEASURES

All measures outside the consultation were
made by professional interviewers contracted
by the study organisers. They were totally
uninvolved in tobacco-use research. Smokers
in the control group were identified in a
telephone interview one month after the trial.
All control group subjects contacted were
asked: “Have you ever been a smoker ?>Those
individuals who indicated having been a
smoker within the previous two months were
interviewed further ; those who had quit before
seeing their doctor were excluded, and the
control sample then consisted of patients who
had all been smokers at the time of their visit
with the general practitioner. Self-defined
smoking status in the intervention group was
known at baseline due to the intervention. All
subjects’ demographic and smoking history
data were gathered at the time of the one-
month follow up. Long-term smoking status
data were obtained by telephone 12 months
after the initial consultation. Follow up at 12
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Intervention phase

months gave the opportunity to ask about
smoking behaviour over the 11 months after
the initial follow up.

The variables investigated were sex, age,
level of education, employment, profession,
family situation, age starting smoking, pre-
vious tobacco consumption, prior cessation,
difficulty in stopping, motive for stopping, and
also one-year follow-up measures of education,
employment, profession, and family situation.
Statistical values were computed for two-tailed
x* analysis, but in some cases one-tailed results
are included, as results are expected in one
direction only.

Results

GENERAL PRACTITIONERS

A random sample of 749 GPs (14.69,) from a
list of all currently practicing GPs in three
regional districts (n = 5119) were asked if they
would participate in a brief smoking cessation
intervention with their patients. Of a total of
617 GPs who initially agreed to take part
(82.49 of those contacted), 372 general
practitioners (49.7 % of doctors initially con-
tacted) provided evidence of participation by
returning patient randomisation sheets. Data

28 215 patients enrolled
in the trial

:

Intervention group
(n=18 760 (66-5%))

Control group
(n=9455 (33-5%))

Smokers

identified
{n=5560)

All smokers (motivated or not)
who agree to follow up
(n=3367)

Controls who agree
to follow up
{n=4956)

One-month
follow up

Random sample contacted
{n=2199)

Random sample contacted
(n=3734)

Twelve-month

Smokers identified
(n=929)

follow up
r

Re-contacted
(n=1493)

y I]?St to Re-contacted ¢ '-I?St to
ollow up (n=520) ollow up
(n=706) (n=409)

Recruitment and follow-up procedures and frequencies.
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indicate that large numbers of doctors may
either be unwilling to participate or provide
poor compliance with intervention protocols,
with rates of participation varying between
2.7% and up to 59 %, depending on the sample
size and methods of recruitment used.!? Qur
large sample therefore corresponds favourably
with most known GP intervention partici-
pation rates.

SUBJECTS

According to patient information sheets
received, 28 215 patients were enrolled in the
trial over the four-week period: 18 760 patients
in the intervention condition, and 9455 in the
control condition. Among the experimental
patients, 29.6 %, (n = 5560) were self-reported
smokers. A total of 3367 smokers (60.6%)
consented to follow up in the experimental
group, showing a rate significantly better than
the 52.49%, consent rate of all patients in the
control condition. (x*=93.8, df=1, p<
0.05). Based on completed patient sheets, 58 %,
of smokers in the experimental group received
the cessation guide, including 789, of con-
tacted consenters and 37 9, of non-consenters.

PROCEDURES

Based on the weekly envelope returns, the 372
participating doctors averaged 3.3 weeks of
participation (range 1-4), enrolling an average
of 22.9 patients per week (range 1-87.3). For
the intervention group, the final sample of
smokers represents 39.6% of all smokers
receiving the intervention; for the control
group, the people contacted make up 39.5 %, of
the total number of people enrolled. The
numbers involved in the recruitment pro-
cedure are presented in the figure.

SUBJECT CHARACTERISTICS

Table 1 presents subject characteristics based
on the information provided at the one-month
follow up. The control and intervention groups
are comparable regarding age, educational
level, current employment status, profession,
and age starting smoking. Significant
differences were found, however, in sex (a
greater percentage of women were in the
control group), family situation (a greater
percentage of single adults, alone or with
children, in the control group), number of
cigarettes smoked (higher average among in-
tervention group smokers), and past attempts
at cessation (more smokers in the intervention
group had previously attempted to stop).
These differences do not predict treatment
outcomes, as shown below. The recruitment
procedure, however, played a role in intro-
ducing differences between the groups. Of the
2193 experimental subjects who declined con-
sent for follow up, 1380 (63 %) had declared
that they did not want to stop smoking. The
mean age (SD) of a random sample (n = 700)
of non-consenters, 41.1 years (SD 15.6), is
similar to that of consenters, 40.6 years (SD
14.7), but there is a striking imbalance in
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Table 1 Control and intervention group characteristics
Control* Intervention® Statistical
(n=929) (n = 2199) test result daf p Value
Sex (n = 3123) x? = 6.489 1 0.011
Male 415 (44.7) 1091 (49.7)
Female 513 (55.3) 1104 (50.3)
Mean age (years) (n = 3128 40.7 (SD 14.9) 40.6 (SD 14.7) F =0.01 1 0.921
Level of highest educational diploma x? = 3.976 5 0.553
(equivalent years of education) (n = 2938)
Cert. d’études (5) 177 (20.6) 435 (20.9)
Brevet (9) 153 (17.8) 431 (20.8)
Brevet technique (9 +tech) 196 (22.8) 448 (21.6)
Baccalaureat (12) 173 (20.1) 399 (19.2)
Bac.+2 (14) 70 (08.1) 156 (07.5)
Etudes sup. (> 14) 92 (10.7) 208 (10.0)
Employment (n = 3119) X% =3.489 1 0.062
Employed 600 (64.7) 1341 (61.2)
Not employed 327 (35.3) 0851 (38.8)
Profession (n = 3084) X% =17.568 5 0.182
Farmer 19 (02.1) 31 (01.4)
President/CEO 58 (06.4) 171 (07.9)
Management/lib. prof 101 (11.2) 229 (10.5)
Middle management 180 (19.9) 425 (19.5)
Employee 263 (29.1) 572 (26.3)
Skilled/unskilled worker 284 (31.4) 751 (34.5)
Family situation (n = 3127) x? =11.207 4 0.024
Couple with children 458 (49.4) 1060 (48.2)
Couple without children 194 (20.9) 547 (24.9)
Only adult with children 80 (08.6) 140 (06.4)
Only adult, no children 118 (12.7) 246 (11.2)
Other/with parents 78 (08.4) 206 (09.4)
Mean age starting smoking (n = 3124) 18.9 (SD 6.0) 18.5 (SD 6.0) F=217 1 0.141
Mean cigarettes/day (n = 3069) 15.5 (SD 10.6) 17.8 (SD 11.0) F = 28.082 1 < 0.001
Mean cigars/day (n = 24) 4.6 (SD 4.1) 10.6 (SD 9.8) F =254 1 0.110
Mean pipes/day (n = 40) 6.1 (SD 4.0) 7.3(SD 7.2) F =0.325 1 0.569
Past attempts at cessation (n = 3128) x% = 4.474 1 0.034
Yes 615 (66.2) 1540 (70.0)
No 314 (33.8) 659 (30.0)
* Frequency (%) or mean (SD).
Table 2 Smoking cessation results of a minimal intervention compared to control
Control* Intervention® Statistical
(n=929) (n = 2199) test result df p Value
Point prevalence .
Cessation at 1 month 38 (4.1) 149 (6.8) x? = 8.379 1 0.004
Cessation at 12 months 71 (7.6) 216 (9.8) x?=3.725 1 0.054
Sustained cessation
Non-smokers at 1 month/non-smokers at 12 months with no relapse 5(0.5) 42(1.9) x? = 8.304 1 0.004
Self-reported abstinence of one year 11(1.2) 61 (2.8) X% =17.845 2 0.020
* Frequency (%).
Table 3 Variables correlated with smoking status of sample at 12-month follow up*
Sustained
Smokers at Non S non kers
follow-up of < 11 months (= 11 months) Statistical test
(n=1726) (n = 215) (n=72) result and df p Value
Mean age (SD) (n = 2013) 41.2 (14.3) 44.8 (15.0) 44.4 (16.6) F=135,2 < 0.001
Prior cessation attempts (%) (n = 2013) x? = 15.699, 2 < 0.001
Yes 1188 (68.8) 175 (81.4) 46 (63.9)
No 538 (31.2) 40 (18.6) 26 (36.1)
Mean (SD) number of cigarettes/day (n = 1969) 17.7 (10.6) 14.9 (11.3) 16.8 (14.5) F=6.07,2 0.002

* Variables compared with smoking status: one-month follow-up measures of sex, age, level of education, employment, profession family situation, age starting
smoking, current or previous cigarette consumption, prior cessation, difficulty in stopping, motive for stopping, and one-year follow-up measures of motive for
stopping, current or previous cigarette consumption, education, employment, profession, and family situation.

gender, with the non-consenters including
599, men and 419% women, compared with
equal proportions of men and women in the
measured group. Of the entire sample of
controls, 4499 patients (47.6%) declined
further contact. A random sample (n = 507) of
controls whose smoking status was undeter-
mined, showed a mean age of 47.9 years (SD
18.4). The proportions in this group of 55 9%
women and 45 %, men are quite similar to the
proportions of men and women smokers in the
control group who consented to follow up. The
differences in characteristics measured among
consenters in the control and experimental

groups will be more thoroughly examined in
the discussion section.

FOLLOW UP

Twelve months after the consultation, subjects
interviewed at one-month follow up were again
contacted by telephone and asked about their
smoking status. Several attempts were made to
trace subjects no longer available at the original
telephone number. In the end, contact was
made with 2013 subjects, 64.4 %, of the one-
month sample. All subjects lost to follow up
are considered to be continuing smokers in
cessation outcome analyses.
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ONE-MONTH SMOKING STATUS

Among the smokers in the control condition,
38 out of 929 had stopped smoking in the
month following their visit to the doctor, for a
cessation rate of 4.1 %,. In the same period, 149
out of 2199 smokers in the intervention
condition had stopped smoking, for a cessation
rate of 6.89, (difference =2.7 percentage
points, 959% CI=1.05 to 4.35). This
difference is significant (y? =8.379, df =1,
p < 0.005), as shown in Table 2.

SMOKING STATUS AT 12 MONTHS

Table 2 indicates sustained cessation measured
in two ways. The most conservative outcome
result counted as sustained non-smokers only
those who were non-smokers at one month,
reported sustained abstinence, and were non-
smokers at 12 months. A significant difference
was found between intervention (1.99,) and
control groups (0.59%,) (difference = 1.4 per-
centage points, 95%, CI = 0.67 to 2.13; x> =
8.304, df = 1, p < 0.005).

A second measure, counting all reported
sustained abstinénce of 12 months or more, is
also significantly better in the intervention
group (2.8 %) than in the control group (1.29%,)
(difference = 1.6 percentage points, 959, CI
= 0.62 to 2.58; y* = 7.845, df = 2, p < 0.05).
A small number of smokers in both groups,
control (n = 7) and intervention (n = 11), had
stopped smoking at the time of the one-month
follow up, relapsed, and then stopped smoking
again, and were non-smokers at the time of the
one-year follow up. These smokers are not
counted as sustained abstainers, as none
reported sustained abstinence of more than 11
months.

Point prevalence measured at the 12-month
follow up showed that 9.8 9, of intervention
patients were not smoking at the one-year
follow up, compared with 7.6 %, of the control
group (difference = 2.2 percentage points,
959% CI=0.09 to 4.31). The difference in
point prevalence at 12 months is marginally
significant (y* = 3.725, df = 1, p = 0.054).

FACTORS IN CESSATION
x? Analyses and analyses of variance were done
to discover the factors that were significantly
different between current smokers, recent non-
smokers, and self-reported sustained non-
smokers. Because of the large number of
variables investigated, statistical significance is
judged at 0.05/15 (the probability level for one
test)/(the number of variables investigated) =
0.003. Only those variables with p < 0.003
were considered to be correlated to the out-
come. These results are presented in Table 3.
The mean age of current smokers is signifi-
cantly lower than that of non-smokers. This
corresponds to a general finding that cessation
occurs more frequently in older age groups.!
Age differences by 10-year age brackets
(15-24, 25-34, 35-44, 45-54, 55-64, 65 or
more) compared with a combination variable
of smoking status and experimental group (six
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categories) are not significant (3% = 32.742 df
=25 p =0.138).

Two smoking behaviour variables also
differed according to smoking status. Past
quitting behaviour was similar among long-
term non-smokers and current smokers, but
recent non-smokers were more likely to have
already attempted cessation previously. More
than a third (37.7%) of the sustained non-
smokers from the intervention group had never
before stopped smoking, compared with
27.3%, for the control group (3* = 17.078, df
=5, p =0.004).

The last variable to show a significant
relationship with smoking status is reported
daily cigarette consumption at 12-month
follow up. Differences appear between all
three groups, but most emphatically between
the higher daily rates for smokers (17.7
cigarettes/day) and sustained non-smokers
(16.8 cigarettes/day) and the lower rate
of recent non-smokers (14.9 cigarettes/day).
Putting smokers into smoking categories of
light (1-10 cigarettes/day), moderate (11-20
cigarettes/day) and heavy (21 or more
cigarettes/day), we find that, comparing the
combination variable of experimental group
and smoking status (six categories), there are
more previously heavy smokers among quitters
in the intervention group than in the control
group: 30.1% v 23.9%, ; and fewer previously
light smokers : 36.1% v 49.3% (x* = 36.179
df =10 p < 0.001).

Discussion

This study evaluates what happens to an entire
population of smokers, those who say they
want to quit and those who say they do not
want to quit, when they are questioned about
their smoking, compared with those who are
not so questioned. The minimal intervention
was defined as the asking of two questions.
The contents of a brochure, however, were not
considered to be an element of the inter-
vention; it appears that the effect of minimal
pamphlets is as good as state-of-the-art
brochures.?

Results from self-help methods may come
from the cognitive commitment or declaration
of intention to stop that accompanies a request
for material, and not from what is done with
the material afterwards. Only sufficiently
motivated quitters use self-help materials;
what is important is motivating smokers to
make the attempt to quit.!* If a patient has just
stated that he or she wants to stop, the doctor
must have some response available, and we
propose that providing any reputable health
promotion brochure discussing smoking cess-
ation could be used as a minimum response.

DIFFERENCES IN INTERVENTION AND CONTROL
GROUPS

Major issues remain in the interpretation of
this study’s results. The nature of the study,
which attempted to keep the aspects of evalu-
ation to a minimum at the time of the
intervention, has resulted in potential prob-
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lems in comparability between the control and
intervention groups.

INDUCED BIAS

This study attempted to investigate the basic
effect of systematically talking about smoking,
and it was necessary for measurement purposes
to have a control group in which the topic of
smoking was not introduced by the GP. For
this reason, the establishment of our two
groups took place in a one-month interval, a
source of possible bias. A second necessity for
this study was the need to ask the patients for
permission to contact them outside the con-
sultation. This is not a requirement that may
be found in other societies, but in France, the
right to privacy is written into the law in terms
of experimentation.

It was also felt that doctors would be
unwilling to proceed with an invasive tech-
nique, such as a follow up on behalf of the
doctor. Therefore, a strong potential for bias
in the composition of the groups could have
been introduced with the smokers in the
experimental group being more likely to agree
to further contact if they also had indicated
their desire to stop smoking, whereas the same
might not be true of the control group who had
not been questioned about their smoking.

In the experimental group, 1380 smokers
indicated that they did not want to stop
smoking and declined consent for further
contact. If we count them all as continuing
smokers and include them in the analysis, the
one-month cessation rate for the experimental
group (n = 3579) is the same (4.2%) as is
found in the control group (4.1%). In long-
term cessation, however, there is significantly
less relapse in the experimental group (72 %)
than in the control group (879%) (x* = 3.63,
p < 0.05, one-tailed, p < 0.10 two-tailed), and
the overall cessation rate would still be double
that for controls (1.2% v 0.5%, %% =5.92,
p < 0.05, difference = 0.7 percentage points,
959, CI =0.12 to 1.28). In addition, we feel
that this potential source of bias is not as
strong as it first appears to be.

Within the doctor-patient relationship, be-
cause of a desire to please the doctor, it is
possible that a greater percentage of smokers
would say that they want to stop smoking, or
feel less resistance to refuse the interview, or
both. As is discussed below, we feel that
smokers of all levels of readiness to stop were
more likely to agree to follow up in the
experimental group than in the control group.

The rates of consent to be surveyed by the
regional health observatory were significantly
different between the two groups, with a larger
proportion of the smokers in the experimental
group agreeing to contact (60.6 %,) than of the
entire control group (52.49%,), among which
the smokers had not yet been identified. As the
topic of the proposed survey was ‘“‘health”’, no
direct bias can be assumed, only a more
pronounced wariness on the part of the
controls, as opposed to the intervention
smokers who, for the most part, probably
made a connection between the survey and the
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questions about their smoking. Perhaps
doctors were more reticent with controls, and
did not press them to provide their telephone
numbers.

SMOKING PREVALENCE

The intervention and control group differences
in the percentage of women may be related to
the different reported prevalence of smoking
between groups. Whereas 29.6 %, of patients in
the intervention group identified themselves as
smokers to their doctors, only 24.99% (n=
929/3734) of the control patients interviewed
reported themselves to be smokers (or ex-
smokers for no longer than one month) at the
one-month follow up. This difference is
significant (3% = 34.19, df =1, p < 0.05). In
1991, there were more men smokers than
women smokers in France (44 % v 36 %,),'*®
so if the consenting control patients have a
greater proportion of women, the overall
percentage of smokers would drop. In ad-
dition, non-consenters in the control group
may have included a larger proportion of
sraokers.

GROUP CHARACTERISTICS

The other differences between the groups
reflect the different proportions of men and
women. The family situation of more single
adults in the control group may be an artefact
of the larger proportion of women in the
control group. Among men, 13.29, were
single, among women, 23.89%, (3% = 126.636,
df =4, p < 0.001).

Another difference in the composition of the
intervention and control groups is in number
of cigarettes smoked per day. This may also be
an artefact of lighter smoking among women in
the control group. Women smoked an average
(SD) of 15.5 (SD 9.7) cigarettes per day
compared with 18.9 (SD 11.9) for men (F =
75.39, df = 1, p < 0.001). Finally, prior cess-
ation attempts are also lower among women.
Among men, 72%, had previously attempted
cessation ; among women, 66 %, (x* = 13.36, df
=1, p < 0.001) had tried.

Differences between control and inter-
vention baseline measures are important only
if they are sufficient to influence outcome.'” As
sex was not correlated with smoking status
outcome (y® =2.774, df = 2, p = 0.250), we
suggest that the groups can be considered
comparable in showing that even minimal
action provided routinely is better than usual
care.

DIFFERENCES IN DECEPTION RATES

In some circumstances, a proportion of
smokers do not admit to their actual smoking
status. This proportion is generally estimated
at around 259, in trials, but can be highly
variable among populations.!® Invasive bio-
chemical validation techniques appear to be
increasingly less acceptable in smoking trials
verification,'® and the difficulty in organising a
large random sample of quitters discouraged
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our use of such a technique. Deception rates in
a comparative trial are important, however, if
there may be differences between the groups.

In this trial, if there is a difference in
deception rates, the difference in smoking rates
may indicate that smokers are more apt to hide
their smoking from unknown interviewers than
from their GP. If this is so, it stimulates an
intriguing question: do GPs have access to
smokers who would not define themselves as
such in surveys? If, in this general practice
population, different rates of truthful self-
report are in operation, with more deception
among the controls, the initial cessation rate
would in likelihood be even smaller than the
rather high 4.1 %, found for them in this trial.

RANDOMISATION BIAS

We believe that the doctors did not induce bias
in randomisation. The patient randomisation
sheets were gummed together at the top to
encourage maintaining the randomisation
schedule of two intervention group patients to
one control. Thus, if each patient sheet was
used in turn, the ratio of intervention patient
sheets to control patient sheets received should
be 2:1. We cannot verify that doctors did not
systematically deviate from the randomisation
procedure, either by not enrolling patients if
the “wrong”” condition was indicated, or by
skipping sheets. If this happened, however, it
would be time-consuming to maintain the
correct proportion. But 909, of the doctors
sent back patient randomisation sheets in the
proportion of 2:1, and the number of patient
sheets (n = 1729) provided by the remaining
10 %, of doctors is only 6 9, of the total number
of patients seen. Therefore it seems unlikely
that systematic bias was introduced in this
way.

Conclusion

It is important to demonstrate that very
minimal anti-smoking intervention can be
shown to have a statistically significant impact
on smoking cessation rates if done on a large
enough scale. In this trial, the intervention,
which consisted only of asking about smoking
status and providing a brochure to interested
smokers, produced additional cessation in the
following month of 2.7% over natural cess-
ation rates, an increase of 60%. This signifi-
cant difference was maintained despite relapse
in both groups, producing four times the rate
of sustained cessation in the intervention
group.

Three variables that are often related to
successful cessation —older age, prior cess-
ation, and lighter smoking®® - vary signifi-
cantly between current smokers, short-term
quitters and long-term ex-smokers in the
intervention group of this study. Generally,
successful cessation is a result of more than one
cessation attempt.?’ Although most of suc-
cessful long-term abstainers in this trial were
likely to have already tried to stop, 389, of
those receiving the intervention had never
before attempted cessation. This is signifi-
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cantly higher than the rate observed among
quitters in the control group. Lighter smokers,
also, are more likely to stop in natural cess-
ation,* but the effect of the intervention group
modified this predictor: heavy smokers in the
intervention group were more likely to stop
than those in the control group. Younger
people in the experimental group were just as
likely to stop as older people.

The results concerning these three variables
indicate that cessation in the intervention
group may have been more likely to occur
among people who are generally considered to
be less likely to spontaneously stop smoking
and to remain abstinent.

This trial suggests that simply identifying
smokers and providing cessation materials to
smokers who want to stop may significantly
increase long-term sustained cessation rates.
This information is important for general
practitioners who have been reticent to become
involved in smoking control, because such a
step is not time consuming, judgmental, or
invasive. This study suggests the potential
effectiveness of the first step in a process that
has several steps to go.

In France, where about a third of the general
practitioners are themselves smokers,?* 2 and
where currently only 37% of GPs report
counselling patients to stop smoking in cases
where patients do not have smoking-related
illness and do not initiate the topic,?? it may be
particularly useful for doctors to know that
minimal intervention can be a legitimate
response to smoking. If, among the two-thirds
of all smokers in France seen by GPs in one
year, only 2 %, stop smoking permanently, that
would be the equivalent of 200000 people,
clearly a result of great clinical significance.

In addition, numerous studies indicate that
anti-tobacco messages arriving routinely over
time have a cumulative effect,'®%2 and the
effect of instigating a routine anti-tobacco
procedure that is known to help some smokers
might lead to considering more intensive
efforts routinely.

The short-term results of this trial suggest
that just asking about smoking may increase
cessation among general practice patients. In
the long-term, 729, of smokers in the in-
tervention group who were not smoking at one
month relapsed, compared with 87 %, of con-
trols, which explains the greater difference in
rates of sustained abstinence.

Once smokers have tried to stop, they are
likely to try again.** Therefore increasing the
initial cessation rate is useful even if relapse
rates are high. In addition, as Russell ez al
analysed in their path-breaking study of the
effectiveness of GP advice on consecutive
patients, smoking cessation may be signifi-
cantly higher following an intervention for up
to four months.® The results of the present
trial indicate that the doctor may increase the
rate of long-term sustained cessation up to
fourfold simply by asking: “Are you a
smoker?”” and “Do you want to stop?”’, and
then providing a brochure to interested
smokers. Clearly, this is an important message
for general practitioners.
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